Two young women, one white and one Chinese, with the rare but increasingly recognised papillary and cystic neoplasm of the pancreas are reported. The initial symptom in both was non-specific abdominal pain which, after investigation, was found to be caused by a pancreatic tumour. One patient did not come to surgery until five years after the initial diagnosis when she developed jaundice. In the five year interval between diagnosis and the development of jaundice computed tomography showed no change in the size (20 cm) of the pancreatic mass. Histology after resection, however, showed signs of lymphatic invasion. solid and cystic mass was shown. At operation the cystic mass was found to arise from the superior border of the neck of the pancreas with a tumour arising from the posterior abdominal wall. An extended distal pancreatectomy was performedwith splenic conservation. The patient made an uneventful recovery and two years later remains asymptomatic.
with the rare but increasingly recognised papillary and cystic neoplasm of the pancreas are reported. The initial symptom in both was non-specific abdominal pain which, after investigation, was found to be caused by a pancreatic tumour. One patient did not come to surgery until five years after the initial diagnosis when she developed jaundice. In the five year interval between diagnosis and the development of jaundice computed tomography showed no change in the size (20 cm) of the pancreatic mass. Histology after resection, however, showed signs of lymphatic invasion. (Fig 2) . Further investigation and treatment had been declined in spite of the presence of a large right upper quadrant mass known to the patient. Serum bilirubin at second presentation in 1990 was 471 mmol/l. Repeat computed tomography showed a well demarcated solid and cystic mass essentially unchanged in size compared with the scan undertaken five years previously (Fig 3) . Microscopy of a biopty needle core specimen showed papillary structures with a fibrovascular core overlaid by pseudostratified regular epithelium. Attempted transpapillary endo-Kingsnorth, Galloway, Lewis-Jones, Nash, Smith scopic biliary stenting to relieve the jaundice was unsuccessful, because of compression and distortion of the duodenum. Radical resection of the tumour was achieved by pylorus preserving pancreaticoduodenectomy and the patient made an uneventful recovery with rapid relief of jaundice.
Macroscopically, both tumours had a mottled appearance with areas of haemorrhage and cystic degeneration. Microscopy showed islands of monotonous cells with small round nuclei arranged in solid sheets and papillary fashion. The first case was originally classified as a nonfunctioning islet cell tumour but after wide consultation was shown to have a morphology identical to the solid variant of the papillary and cystic neoplasm described by Frantz (Fig 4) . Apart from a very occasional cell expressing glucagon it was negative for hormonal and neuroendocrine markers. The second case was recognised as having the typical histological features ofpapillary and cystic neoplasm (Fig 5) . In addition there was capsular infiltration, duodenal serosal infiltration, and lymphoid (lymphatic vessel) permeation, indicating a degree of local invasion. The cells of this neoplasm expressed neuron specific enolase but not S100 protein or protein gene product 9 5 (PGP9-5).
Discussion
These two case reports add useful information to current knowledge of the natural history of papillary and cystic neoplasm and its optimal management. Although tumour growth may be arrested, apparently for several years as in the second case, histological features oflocal invasion indicate a propensity to dedifferentiate with time and emphasise the necessity of carrying out radical resection. Histological distinction from other tumours of the pancreas is important because this neoplasm has a relatively good prognosis. The first tumour resembled an islet cell neoplasm but showed no evidence ofhormone secretion or neuroendocrine differentiation. The second showed the more typical papillary structures of papillary and cystic neoplasm and was associated with lymphatic invasion and capsular permeation. The difficulty in dis- Figure 5 Photomicrograph (case2) 
